) and hypertension awareness (OR 6.19,).
lines recommend a target blood pressure of < 130/80 mm Hg to prevent morbidity and mortality from renal and cardiovascular disease (1) . Control of blood pressure may decrease diabetes-related death and cardiovascular events, and slow progression to end-stage renal disease (ESRD) (2) (3) (4) . Intensive blood pressure control (systolic blood pressure [SBP] ≤ 120 mm Hg) in people with diabetes is controversial because it has not been shown to decrease fatal and nonfatal cardiovascular events when compared to moderate blood pressure control (SBP < 140 mm Hg) (5) .
Previous studies have shown that rates of diabetes and hypertension are high in both the United States and Mexico. In the United States, between 1999 and 2004, overall prevalence of diabetes was 9.4% and hypertension 28.7%, and almost three-fourths of adults with diabetes had hypertension (6) (7) (8) . In Mexico, in 2000, prevalence of diabetes was 7.5% and hypertension 30.7%, and almost half of the adults with diabetes had hypertension (9) (10) (11) . Although overall rates of hypertension treatment have increased in recent years in both countries, evidence indicates poor blood pressure control among treated individuals (7, 12) . Among adults with diabetes in the United States, between 1999 and 2004, only 29.6% were able to meet the target blood pressure level (< 130/80 mm Hg) (7) . In Mexico, in 2000, only one-third were able to maintain moderate blood pressure control (< 140/ 90 mm Hg) and even fewer (11.4%) met the target blood pressure level (12) .
Diabetes and hypertension are major risk factors for cardiovascular disease, the leading cause of death in both the United States and Mexico. Nephropathy is another important cause of morbidity in adults with diabetes. In the United States, the incidence of ESRD due to diabetes increased 86% between 1993 and 2005 (13) , and Hispanics with diabetes have a higher risk of ESRD when compared to non-Hispanic whites (14) (15) (16) . In Mexico, the prevalence of chronic kidney disease increased from 0.5% in 1993 to 10.9% in 2000 and was the highest among adults with diabetes and uncontrolled hypertension (9) .
While data on hypertension rates among adults with diabetes are available for both the United States and Mexico as a whole, less is known about this prevalence in the U.S.-Mexico border population (17) , home to 13 million people, 86% of whom live in 14 border cities (18) . Relative to the U.S. border population overall, U.S. Hispanics living in border counties are less educated, have lower annual incomes (US$ 26 842 per capita), higher poverty levels, and lower access to health insurance and preventive services (19, 20) . All of these factors lead to poorer health and health outcomes.
Preliminary data from the U.S.-Mexico Border Diabetes Prevention and Control Project, a large-scale prevalence study of type 2 diabetes and its risk factors that treats the U.S.-Mexico border region as a single epidemiologic unit, suggest a high prevalence of both diabetes and hypertension among the border population. Prevalence of pre-diabetes, diabetes, and hypertension in the region was estimated at 13.9%, 15.7%, and 21.8% respectively-very high rates, given the relatively young age of border residents (average age 41.1 years) (21) . These estimates suggest that rates of co-existing diabetes and hypertension may be elevated in the U.S.-Mexico border region. Understanding the patterns and determinants of the risk factors for these conditions can help target efforts to improve early detection, access to treatment, and blood pressure control for all adult border residents with diabetes. In addition, examining variation in cardiovascular risk factors between various border groups, for which there are limited data, may help target limited resources and guide future interventions.
Using the U.S.-Mexico Border Diabetes Prevention and Control Project data, the current study aimed to 1) identify the prevalence of blood pressure control, hypertension, hypertension awareness, and antihypertensive treatment among all adults with diabetes living in the U.S.-Mexico border region, and 2) compare differences in those variables for all adults on the Mexican side of the border ("Mexicans") versus three groups on the U.S. side of the border ("all U.S. adults," "U.S.-born Hispanics," and "Mexican immigrants") before and after adjusting for demographics, body mass index (BMI), and access to health care. (21) . Using a stratified, multistage sample design, each state was considered a unique stratum, except California and Texas, where two county-based strata were created. Each stratum on the U.S. side of the border included ethnicity-specific Hispanic and non-Hispanic samples. Within each stratum, census tracts and then blocks within census tracts were selected using a probability proportional to their population sizes, followed by a random selection of households within each block and then an individual from each household ≥ 18 years old. For the ethnicity-specific samples on the U.S. side of the border, 33 census tracts were selected for the Hispanic sample and 13 for non-Hispanic samples. The Hispanic and non-Hispanic samples were selected according to a probability proportional to each ethnic group in a sampled area. The survey was conducted in 44 communities (28 in the United States and 16 in Mexico). The overall survey response rate was 93.2%.
MATERIALS AND METHODS

Data source and population
Study procedures
A trained interviewer conducted faceto-face interviews with selected adults about demographics, socioeconomic status, employment, knowledge and awareness of diabetes and hypertension, general health status, access to health care, and health care behaviors. Participants also underwent a health assessment that included anthropometric and blood pressure measurements as well as a fasting blood drawing by a trained phlebotomist to determine fasting plasma glucose (FPG) and glycosylated hemoglobin A1c (HbA1c) levels.
Definition of variables
The current study analyzed hypertension outcomes among survey respondents with diabetes, defined as those with an FPG ≥ 126 mg/dL or a self-report of a health care provider's diagnosis of diabetes. Women that self-reported having diabetes only during pregnancy were excluded. Blood pressure readings were based on the average of three independent measurements. Blood pressure control among people with diabetes was defined as SBP < 130 mm Hg and diastolic blood pressure (DBP) < 80 mm Hg (1, 22) . Participants with an SBP ≥ 130 mm Hg or DBP ≥ 80 mm Hg were coded as having uncontrolled blood pressure. Hypertension was defined as SBP ≥ 140 mm Hg or DBP ≥ 90 mm Hg, or a self-report of being on antihypertensive medications (22) . Survey respondents were coded as being aware of their condition if they answered affirmatively to the question "Has a doctor or health care worker ever told you that you had high blood pressure or hypertension?" Use of antihypertensive treatment was only directed to survey respondents who had hypertension and were aware of their condition (affirmative responses to the question "Are you now being treated for high blood pressure?")
To allow for comparison of hypertension-related variables across various border groups with diabetes, five distinct populations were identified: all adult U.S.-Mexico border residents ("all adults"); all adults from the U.S. side of the border ("all U.S. adults"); two Hispanic groups from the U.S. side of the border ("U.S.-born Hispanics" and "Mexican immigrants"); and all adults from the Mexican side of the border ("Mexicans"). "U.S.-born Hispanics" included survey sample respondents who were born in the United States and self-reported being Hispanic. "Mexican immigrants" included those who reported being born in Mexico but currently lived in the United States. Non-Hispanic whites and nonHispanic adults from other racial/ethnic groups were included in "all U.S. adults" but were not analyzed separately in order to examine the effects of Hispanic ancestry on hypertension variables across border populations.
Other variables examined in the current study included age (18 to 44 years, 45 to 64 years, and 65 years or more); sex; BMI; and access to health care. BMI was included as a surrogate for obesity because it increases the risk of hypertension among people with diabetes. BMI categories were based on measurements of weight (kg) and height (m 2 ) and defined as follows: underweight < 18.5, normal weight 18.5-24.9, overweight 25-29.9, and obesity ≥ 30.0. Access to health care was measured based on the following indicators: 1) having health insurance, 2) lacking a usual place to receive health care, 3) having an unmet need for health care, and 4) not receiving health care in the past year. Access to health care was included in the analysis because it was anticipated that variation in blood pressure control, hypertension awareness, and antihypertensive treatment among border populations could be attributable to differences in this variable. Survey respondents were coded as "having health insurance" . Respondents coded as "not having a usual place to receive health care" were those who either 1) answered negatively to the question "Is there a particular clinic, health center, or doctor that you usually go to when you are sick or need routine health care?" or 2) reported using an emergency room or pharmacy as their usual source of care. Respondents were coded as "having an unmet need for health care" if they self-reported trouble seeking needed care in the past year. Respondents were coded as "not receiving health care in the past year" if they answered negatively to the question "Have you visited a doctor or other health care worker in the past 12 months?"
Analysis
Descriptive statistics were reported for demographics, BMI categories, and access to health care for the five border groups ("all adults," "all U.S. adults," "U.S.-born Hispanics," "Mexican immigrants," and "Mexicans"). The chi-square test was used to measure differences in distributions and proportions of covariates for Mexicans versus 1) all U.S. adults and 2) the two U.S. Hispanic groups ("U.S.-born Hispanics" and "Mexican immigrants"). Mean BMI and mean arterial pressure ((2 × DBP) + SBP)/3) were calculated for the entire sample (n = 682). All hypertension-related statistics were populationweighted (using probability weights provided by the U.S.-Mexico Border Diabetes Prevention and Control Project) and included crude, age-adjusted (to the World Health Organization standard population), and age-and sex-specific data for all adults with diabetes in each border group (23) . Estimates were adjusted for age because the overall age distribution of the Mexican border population was younger than that of the U.S. border population. For the analysis of prevalence of blood pressure control and hypertension among adults with diabetes, the weighted sample size was 682. The analysis of prevalence of hypertension awareness was restricted to adults who had both diabetes and hypertension (n = 395), whereas the analysis of prevalence of antihypertensive treatment only included adults with diabetes and hypertension who were aware of their hypertension status (n = 250) (the survey design limited data collection on antihypertensive treatment to those who reported receiving a diagnosis of hypertension from a health care provider).
Logistic regression was used to determine the odds of having blood pressure control, hypertension, hypertension awareness, and antihypertensive treatment for Mexicans versus 1) all U.S. adults, 2) U.S.-born Hispanics, and 3) Mexican immigrants. For all analyses, Mexicans served as the reference group. Model 1 examined the unadjusted odds of hypertension variables for all U.S. adults and U.S. Hispanics versus Mexicans. Subsequent models controlled for the effects of age and sex and then adjusted for BMI and access-to-care variables individually to determine the independent contributions of each variable to the association between each of the five border groups and hypertension variables. The final model adjusted for all independent variables. Survey respondents with missing data were excluded from the regression analysis, resulting in a sample of 584 for the analysis on blood pressure control and hypertension, 337 for hypertension awareness, and 238 for hypertension treatment. All analyses were conducted using SAS version 9.13 (SAS Institute Inc., Cary, NC, USA). SUDAAN version 9.0.1 (SUDAAN Statistical Software Center, Research Triangle Park, NC, USA) was used to adjust for the complex survey design. Table 1 provides descriptive statistics weighted for each border group ("all adults," "all U.S. adults," "U.S.-born Hispanics," "Mexican immigrants," and "Mexicans"). The majority (71.8%) of Vijayaraghavan et al.
RESULTS
Sample characteristics
• Blood pressure control and treatment in adults with diabetes
Original research adults with diabetes in the U.S.-Mexico border region were less than 65 years old and the mean age was 41.1 (Table 1 ). There were differences in age distributions for Mexicans versus "all U.S. adults" (P < 0.01) and the two U.S. Hispanic groups ("U.S.-born Hispanics" and "Mexican immigrants") (P < 0.01). Adult Mexicans with diabetes living in the border region were younger, with the highest proportion between the ages of 18 to 44 years (45.8%). There were few differences in the proportion of men versus women in any of the border groups, with the exception of Mexican immigrants, among whom only 35.5% were female. U.S.-born Hispanics (69.7%) had higher rates of obesity when compared to Mexican immigrants (60.7%) and Mexicans (45.6%). Mean BMI varied for Mexicans versus "all U.S. adults" (P < 0.02) and the two U.S. Hispanic groups collectively (P < 0.01). There were also differences in mean arterial pressure between Mexicans and the two U.S. Hispanic groups, with the highest levels reported among U.S.-born Hispanics (P < 0.01).
Compared to the other border groups, Mexican immigrants were less likely to report having health insurance or receiving health care in the past year, and more likely to report having an unmet need for health care. U.S.-born Hispanics (86.8%) reported the highest rates of health insurance when compared to Mexican immigrants (46.4%) and Mexicans (75.4%) (P < 0.01). Reported rates of having a usual place to receive health care were high and varied little between border groups. Mexican immigrants (23.6%) and U.S.-born Hispanics (26.8%) were most likely to report having an unmet need for care relative to Mexicans (6.9%: P < 0.01). U.S. adults (89.7%) were more likely to report receiving health care in the past year relative to Mexicans (73.4%; P < 0.01). U.S.-born Hispanics (93.2%) were more likely to report receiving health care in the past year when compared to Mexican immigrants (75.7%) and Mexicans (73.4%; P < 0.01).
Blood pressure control, hypertension, hypertension awareness, and antihypertensive treatment
Population-weighted, crude, ageadjusted, and age-and sex-specific prevalence of blood pressure control, hypertension, hypertension awareness, and antihypertensive treatment among adults with diabetes in the five U.S.-Mexico border groups ("all adults," "all U.S. adults," "U.S.-born Hispanics," "Mexican immigrants," and "Mexicans") are presented in Table 2 .
Overall, rates of blood pressure control were poor, with less than one-third of adults with diabetes having an average blood pressure measurement < 130/80 mm Hg across all sample groups ( Table  2 ). U.S. adults (16.9%) had lower ageadjusted rates of controlled blood pressure compared to Mexicans (30.5%). The age-adjusted prevalence of blood pressure control was 17.3% for U.S.-born Hispanics, 21.6% for Mexican immigrants, and 30.5% for Mexicans. For Mexicans and Mexican immigrants, blood pressure control was best for the youngest age groups and worsened with age, whereas for U.S. adults and U.S.-born Hispanics it was worst for the youngest age group and improved with age.
Rates of hypertension (SBP ≥ 140/90 mm Hg) among adults with diabetes were high for the U.S.-Mexico border population overall (47.6%) and all other border groups (Table 2) . Age-adjusted prevalence of hypertension was 55.7% (Table 2 ). U.S.-born Hispanics had the highest age-adjusted prevalence of hypertension awareness among all border groups (64.4%) whereas Mexicans had the lowest (47.9%). Despite having the lowest levels of access to health care, Mexican immigrants (50.8%) had similar rates of hypertension awareness in comparison to Mexicans (47.9%).
The age-adjusted prevalence of antihypertensive treatment among adults with diabetes who were aware of their hypertension status was 73.5% for all U.S.-Mexico border residents ( Table 2) . Rates of antihypertensive treatment were higher for U.S. adults (74.9%) compared to Mexicans (59.8%). Of the two U.S. Hispanic groups, U.S.-born Hispanics (66.3%) had higher rates of treatment relative to both Mexican immigrants (50.1%) and Mexicans (59.8%).
Multivariate analysis
Unadjusted and adjusted odds of blood pressure control, hypertension, hypertension awareness, and antihypertensive treatment for U.S. adults, U.S.-born Hispanics, and Mexican immigrants versus Mexicans are shown in Table 3 . As shown in Panel 1, there were no differences in the unadjusted odds of Population weighted, crude, age-adjusted, and sex-specific prevalence of hypertension-related variables (blood pressure control, hyper Panel 3 of Table 3 shows the unadjusted and adjusted odds ratios for hypertension awareness across the five border groups. There were no differences in the unadjusted odds of being aware of hypertension between U.S. adults (OR 1.12, 95% CI 0.31-4.06) and Mexican immigrants (OR 1.49, 95% CI 0.56-3.93) relative to Mexicans. U.S.-born Hispanics, in contrast, were more likely to be aware of their hypertension status relative to Mexicans (OR 3.98, 95% CI 1.28-12.35). Controlling for the presence of a usual place to receive health care increased the odds of hypertension awareness for U.S.-born Hispanics compared to Mexicans (OR 5.27, 95% CI 1.33-20.85). After adjusting for all covariates, U.S.-born Hispanics remained more likely to be aware of their hypertension status relative to Mexicans (OR 6.19, 95% CI 1.46-26.15).
Panel 4 of Table 3 shows the unadjusted and adjusted odds of receiving antihypertensive treatment among adults with coexisting diabetes and hypertension (who, by definition, were aware of their hypertension status). There were no significant differences in the unadjusted odds of being on antihypertensive treatment for U.S. adults (OR 2.48, 95% CI 0.75-8.21), U.S.-born Hispanics (OR 2.35, 95% CI 0.25-21.64), and Mexican immigrants (OR 0.75, 95% CI 0.21-2.66) versus Mexicans. After adjusting for age and sex, the odds of being on antihypertensive treatment remained statistically insignificant. After controlling for all covariates, there were no significant differences in the adjusted odds of being on antihypertensive treatment for any of the five border groups.
DISCUSSION
The current findings indicate that in 2001-2002 more than two-thirds of adults with diabetes in the U.S.-Mexico border region had uncontrolled blood pressure. These results are consistent with prior research from independently conducted surveys in the United States and Mexico (7, 12) . While rates of blood pressure control were higher among younger age groups for both Mexicans and Mexican immigrants, they were lower for younger U.S.-born Hispanics. Hypertension prevalence was high for all adults with diabetes in the U.S.-Mexico border region, with almost half of the adults with diabetes having hypertension (SBP ≥ 140/90). As with blood pressure control, U.S.-born Hispanics had greater odds of hypertension and hypertension awareness than Mexicans, even after adjusting for demographics, BMI, and access-to-care variables. Overall rates of antihypertensive treatment for adults with diabetes were low for all U.S.-Mexico border residents, and increased awareness did not translate to increased rates of treatment among U.S.-born Hispanics.
The American Diabetes Association (ADA) recommends a target blood pressure of < 130/80 mm Hg to prevent microvascular and macrovascular complications among adults with co-occurring diabetes and hypertension. In this highrisk population, controlling blood pressure to this level is likely to reduce cardiovascular morbidity and mortality even more than improving glycemic control (24, 25) . Control of blood pressure among adults with diabetes has been estimated to result in health care cost savings of as much as US$ 2 400 per quality adjusted life year (QALY) gained and is a remarkable public health investment compared to intensive glycemic control, which is estimated to cost US$ 35 000 per QALY gained (26) .
Among adults with diabetes enrolled in the United Kingdom Prospective Diabetes Study, a 10-mm Hg decrease in SBP was associated with a decrease of 12% in diabetes-related complications, 15% in diabetes-related deaths, 11% in myocardial infarctions, and 13% in microvascular complications (25) . Blood pressure control may be especially important among Hispanic adults with diabetes because of their increased risk of ESRD (15, 16, 27) . In one study, Mexican Americans with diabetes were found to have a four to six times higher incidence of diabetes-related ESRD and a two to three times higher incidence of hypertension-related ESRD when compared to non-Hispanic whites (14) . Therefore, adequate control of blood pressure for all Hispanic adults living on the border should be made a public health priority.
Findings from the current study show that disparities exist in blood pressure control by age among the various border groups, with rates of control rising with age in two of the border groups (all U.S. adults and U.S.-born Hispanics) and dropping with age in the others. Therefore, blood pressure control interventions should be targeted by age group, with special focus on younger U.S.-born Hispanic adults with diabetes, given that this group will have a longer cumulative exposure to hypertension and is at high risk for end-organ damage. In addition, differences in blood pressure control between the border groups were not explained by differences in access to health care, suggesting a role for other factors.
U.S.-born Hispanics were more obese than Mexicans, yet adjusting for BMI did not substantially account for the notable differences in blood pressure control between these two border populations, which are similar with respect to ethnicity but different in terms of environmental exposures. Factors other than BMI that may account for differences in blood pressure control between U.S.-born Hispanics and Mexicans include dietary salt intake, diets rich in saturated fats and red meat, and sedentary lifestyle. The better health profiles of recently immigrated Hispanics versus long-term Hispanic immigrants and U.S.-born Hispanics have been attributed to the phenomenon known as the "Hispanic Paradox" (28) (29) (30) . This advantage among newly immigrated Hispanics wanes with acculturation and increased length of stay in the United States. While the processes of acculturation are complex and have both positive and negative consequences in terms of health, various studies suggest negative effects on dietary and exercise-related habits for U.S.-born Hispanics and long-term Hispanic immigrants residing in the United States (28) . While findings in the current study suggest interventions to improve blood pressure control for U.S.-born Hispanics, future work should examine the effects of differences in contextual/ environmental factors that may account for varied rates of control between U.S.-born Hispanics and Mexicans.
Overall, the current results demonstrate that uncontrolled blood pressure represents a significant public health problem in the U.S.-Mexico border re-gion, especially for younger U.S.-born Hispanics, whose low rates of control may result in increased rates of hospitalization, decreased productivity (given the young age of this population), increased cardiovascular morbidity and mortality, and early progression to ESRD. Therefore, clinical interventions targeting this group as well as other border populations should focus not only on increasing access to antihypertensive treatment but also on educating health care providers to escalate treatment when blood pressure is not at goal. Public health initiatives should focus on structural interventions that enable healthier lifestyle choices.
As with blood pressure control, U.S.-born Hispanics were more likely than Mexicans to have hypertension, even after adjusting for demographics, BMI, and access-to-care variables. U.S.-born Hispanics also had a higher prevalence of hypertension awareness (i.e., in regression analysis, the odds of being aware of hypertension were higher for U.S.-born Hispanics when compared to Mexicans). Women had a higher prevalence of hypertension in all border groups except Mexican immigrants, and yet had lower rates of hypertension awareness, suggesting that prevention and control efforts should be targeted toward women.
Mexican immigrants had the lowest prevalence of antihypertensive treatment relative to other border groups. Although not statistically significant, the current findings also suggest that Mexican immigrants with diabetes who are aware of their hypertension may be less likely to be on antihypertensive treatment compared to Mexicans. In addition, Mexican immigrants had the worst measures of access to health care relative to other border groups, even after being made aware of their hypertension status. As it seems likely that limited access to care would reduce the odds of receiving antihypertensive treatment, interventions to increase access to antihypertensive treatment should have a special focus on Mexican immigrants to avoid delayed diagnosis and suboptimal control of hypertension.
The four access to care indicators measured in the current study (having health insurance, having a usual place to receive health care, having an unmet need for health care, and not receiving health care in the past year) were not independently associated with hypertension-related variables among the U.S.-Mexico border population as a whole or in any of the four border groups. Despite reporting high rates of having a usual place to receive health care, U.S.-born Hispanics and Mexican immigrants reported a substantial unmet need for care. For Mexican immigrants, increased unmet need may be due to lack of health insurance. Although not examined in this study, both U.S.-born Hispanics and Mexican immigrants may also face other barriers to health care, including inadequate transportation, inability to get medical appointments due to difficult working hours, inability to afford health care, and language discordance, among many others. Future work should explore these and other factors that may contribute to differences in access to health care across various U.S.-Mexico border groups, and their effects on hypertension control in the border population as a whole.
There were several limitations to the study. First, the data are from 2001-2002, and current border region rates of blood pressure control, hypertension, hypertension awareness, and treatment as well as comorbid diabetes and hypertension may have changed in the intervening years. However, to the best of the authors' knowledge, no additional studies that examine the overall health of the U.S.-Mexico border population as a single epidemiologic unit have been conducted since 2002. Therefore, the current findings provide a unique perspective for understanding hypertension patterns among adults with diabetes in the border region. Second, the definition of uncontrolled blood pressure was based on prior epidemiologic analyses and current ADA guidelines that recommend a target blood pressure of < 130/80 mm Hg to prevent long-term cardiovascular and renal morbidity and mortality. Data presented in the recent ACCORD (Action to Control Cardiovascular Risk in Diabetes) trial show that there were no differences in fatal and nonfatal cardiovascular events for those who achieved SBP < 120 mm Hg (intensive blood pressure control) versus those with SBP < 140 mm Hg (moderate blood pressure control) (5) . However, the current report focuses on the long-term effects, at the population level, of exposure to poor blood pressure control in adults with diabetes, rather than blood pressure targets for treatment decisions. Third, questions about antihypertensive treatment were restricted to those adults with diagnosed hypertension self-reporting awareness of their condition-and therefore rates of actual antihypertensive treatment may have been underestimated. Finally, the results of the study may not be generalizable to the larger Hispanic population in the United States (which is diverse with regard to country of origin), as the majority of U.S.-Hispanics surveyed were of Mexican origin. In addition, these findings may not be applicable to the overall Mexican population because rates of diabetes and hypertension at the Mexican border may be higher than in other regions of Mexico.
The strengths of the study included the following: the information was collected systematically, through random sampling of households in the U.S.-Mexico border region, using a method that treated the border region as a single epidemiologic unit; measurements were made using uniform methodology; and the response rate for the survey was very high. The resulting data reflect differences in hypertension-related variables by border population and can thus be used to target specific groups for improved access to treatment and better blood pressure control.
In conclusion, co-occurring diabetes and hypertension is a significant public health concern at the U.S.-Mexico border. Blood pressure control was suboptimal for all border groups, especially younger U.S.-born Hispanics. Efforts to improve blood pressure control should focus not only on increasing access to treatment and preventing hypertension but also on educating patient and health care providers to intensify treatment regimens for high blood pressure among adults with diabetes. Because obesity is a significant concern among all border populations, especially U.S.-born Hispanics, comprehensive hypertension prevention and control efforts should also address obesity prevention and treatment. Additional efforts should involve reducing dietary salt consumption (31), a major risk factor for uncontrolled blood pressure. While changing individuals' behavior is difficult, data suggest that efforts to do so with regard to blood pressure control may translate to population-wide benefits due to decreased health care costs as well as reduced morbidity and mortality from cardiovascular and renal disease. Toward that end, the current study highlights the urgency of the problem and may provide additional impetus for improving comprehensive hypertension prevention and control efforts at both the individual and population level among adults with diabetes residing in the U.S.-Mexico border region.
